Objective: Although the Diagnostic and Statistical Manual of Mental Disorders (DSM), Fourth Edition, acknowledges the existence of dissociative trance and possession disorders, simply named dissociative trance disorder (DTD), it asks for further studies to assess its clinical utility in the DSM-5. To answer this question, we conducted the fi rst review of the medical literature.
S ince 1989, the ICD 1 has listed the existence of a trance and possession disorder before offi cially featuring it in the 10th edition 2, p 156 under the category of dissociative (conversion) disorders. Five years later, the DSM-IV 3 listed a similar dissociative disorder with the same 2 subtypestrance and possession-more succinctly named DTD ( Table 1 ). The divergence between the ICD and the DSM is that in the latter classifi cation the DTD is solely mentioned as an example of "Dissociative Disorder Not Otherwise Specifi ed" 4, p 532 and its full defi nition is merely found in Appendix B. p 783 According to the DSM, the disorder requires further studies to determine its "utility" ("criteria sets and axes provided for further study" 4, p 759 ). Despite this discrepancy, both classifi cations use similar criteria and view DTD as a transient ASC, the features of which are shaped by a person's culture. Anthropologists and ethnologists have provided countless descriptions and possibly useful explanatory frameworks for these culturally sanctioned phenomena. 5, 6 Notwithstanding the obvious existence of a common pattern of behaviour both for pathological and for nonpathological states, the 2 classifi cations cite that the episodes of ASC in DTD are not accepted as a normal part of a collective cultural or religious practice. The diagnosis should also be considered when individuals enter these states involuntarily and suffer signifi cant distress and impairment, which demarcates them from voluntary and purposeful ASC. According to these criteria, certain culture-bound syndromes 7, 8 could henceforth be understood within the framework of DTD. The DSM 4, p 533 enumerates 6 of these culture-bound syndromes as potentially fulfi lling the criteria for DTD: amok and bebainan (Indonesia), latah (Malaysia), pibloktoq (Arctic), ataque de nervios (Latin America), and possession (India). Finally, the manual notes that the prevalence of DTD "appears to decrease with industrialization but remains elevated among traditional ethnic minorities in industrialized societies." 4, p 784 More than 15 years have passed since the initial request of the DSM-IV for further studies, and 20 years since the ICD offi cially acknowledged the existence of the disorder. We must review the accumulated evidence and ask whether it suffi ciently supports the inclusion of DTD into the DSM-5. We performed a review of the current literature to answer this question, while providing clinical data that might contribute to the enhancement of the validity of the current criteria.
Method
Articles written in English reporting cases of patients with trance or possession disorders from 1988 to April 2010 in accord with either ICD or DSM defi nitions were included in this review. MEDLINE, CINAHL, and PsycINFO databases were searched using the following search string: trance or possession, and dissociation or case report or disorder. The titles and abstracts of all identifi ed articles were reviewed to assess their relevance, and all potentially relevant articles were retrieved to identify patients meeting our inclusion criteria. For each article selected, the reference list was scrutinized to fi nd new, potentially relevant, papers. We continued until the point at which new papers did not yield new patients. Only patients who either explicitly refer to either of these classifi cations or provide suffi cient clinical features to corroborate the diagnosis were selected. Conversely, cases of patients labelled as trance or possession within articles that neither proved clinical features nor referred to the ICD and the DSM were excluded. We were able to fi nd 29 articles (see online eTable 2), of which 2 are based on the same sample of 32 patients. 32, 33 For each patient, we extracted information regarding the criteria used by the authors, the number of patients reported, demographic data such as sex, age, ethnic origin, location, and cultural background of the patients, clinical features, nature and identity of the possessing agent, existence of potential triggering factors, explanatory models used by the authors, traditional methods of healing, psychiatric treatments offered with their respective effi cacies, and information on the outcome.
Results

Number of Patients
We found 402 cases of patients with DTD during the period from 1988 to 2009. Among the 402 patients, 58 feature a comprehensive clinical history. The remaining 344 patients, although not as thoroughly detailed as the former, provide demographic and clinical data.
Cultural Overview
Cases of patients with DTD are mostly reported in Asian countries (19 articles) . Other cases are reported in Europe (5 articles), America (2 articles), and Africa (2 articles).
Sex and Age
Sex is specifi ed in 253 patients, showing a female to male ratio of 1.16:1. The age of onset, acknowledged in 188 patients, reveals a mean age of 25.2 years for the occurrence of the fi rst episode of DTD.
Diagnostic Procedure and Clinical Data
Twenty-one articles explicitly refer to at least 1 psychiatric classifi cation, whereas 7 articles do not refer to any. 9, 16, 18, 20, 28, 34, 37 to the possession subtype and 31% (n = 99) to the trance subtype. The 77 remaining cases do not provide suffi cient data for a distinction between the 2 subtypes. 10, 22 In most cases of possession, the possessing agent is unique and well known, whether it corresponds to a local entity belonging to the culture of the patient or to the universal fi gure of God or the devil. We recognized 6 categories of agents, listed in order of decreasing frequency: goddesses, deities, God, the Holy spirit, or an angel 34 (43%); deceased relatives and human ancestral spirits (29%); malevolent spirits and demons (for example, jinn or zâr) (18%); animals such as snakes, foxes, and turtles (5%); the devil (for example, Lucifer, Asmodeus, or Satan) (4%); and a local saint in one patient. 12 In addition to the symptoms described by current classifi cations (Table 1) , we found auditory and (or) visual hallucinations in 44% to 56% of patients with possession, and somatic complaints in 20% to 34% of all patients. In a few patients, we found features of depression, 17, 29, 34, 36 suicidal thoughts, 26 social withdrawal, 17, 22 isolation, fear, or suspicion of others. 20 One patient manifested with selfmutilation (carving on her arms), which led to a suicide attempt. 20 Regarding the risk of aggression, even though patients are prone to threaten their entourage, possibly using weapons when available, 36 only 3 cases of physical violence are reported, 12, 28, 35 among which 1 concluded with a ritual homicide. 12 Total or partial amnesia of the experience is reported in 20% of patients (n = 79), 12, 25, 33, 36 whereas in 80% of them (n = 323) amnesia of the episodes is either not commented on or documented as absent. 16, 17, 29 Table 1 ICD-10 criteria for dissociative (conversion) disorders and DSM-IV-TR criteria for DTD ICD-10 criteria:
A. The general criteria for dissociative disorder (F44) must be met:
G1. No evidence of a physical disorder that can explain the symptoms that characterize the disorder (but physical disorders may be present that give rise to other symptoms).
G2. Convincing associations in time between the symptoms of the disorder and stressful events, problems or needs.
B. Either (1) or (2):
(1) Trance: Temporary alteration of the state of consciousness, shown by any two of:
a. Loss of the usual sense of personal identity.
b. Narrowing of awareness of immediate surroundings, or unusually narrow and selective focusing on environmental stimuli.
c. Limitation of movements, postures, and speech to repetition of a small repertoire.
(2) Possession disorder: Conviction that the individual has been taken over by a spirit, power, deity or other person.
C. Both criterion B.1 and B.2 must be unwanted and troublesome, occurring outside or being a prolongation of similar states in religious or other culturally accepted situations.
D. Most commonly used exclusion criteria: not occurring at the same time as schizophrenia or related disorders (F20-F29), or mood [affective] disorders with hallucinations or delusions (F30-F39).
DSM-IV-TR criteria:
A. Either (1) or (2):
(1) trance, i.e., temporary marked alteration in the state of consciousness or loss of customary sense of personal identity without replacement by an alternate identity, associated with at least one of the following: 
Etiology
We identifi ed 9 major etiological frameworks that are used by the authors to account for trance or possession episodes: 8. Theory of hysteria, viewing such a disorder as a manifestation of histrionic personality, 12, 32, 37 involving an unresolved oedipal confl ict, 30 with the possibility of a mass hysteria. 19 ,24,32,37 9. Acculturation issues, 22, 24, 28, 35 considering acculturation diffi culties as the major problem. In the latter case, such diffi culties can follow migration from one country to another, 35 from a rural environment to urban centres, 22, 24 or ensue from a religious conversion from a local belief system to Christianity. 28 Three authors do not refer to any theoretical framework, 11, 16, 27 whereas the other 25 articles refer to 1 to 6 explanatory models (mean = 3), which are, in descending order: psychosocial stressors (68%), cultural factors (64%), gain seeking (29%), hysteria theory (25%), communication theory (25%), traumatic theory (18%), underlying psychiatric condition (18%), dissociation theory (18%), and acculturation issues (14%). Other comments regarding the etiology of DTD are summarized in online eTable 2.
Therapeutic Strategy
We found data relating to treatments for 114 patients in 19 articles, which can be organized in 6 major approaches: Table 3 Proposal of criteria for trance and possession dissociative disorders in the DSM-5
A. Either (1) or (2): (1) Trance type: temporary marked alteration in the state of consciousness or loss of customary sense of personal identity without replacement by an alternate identity, associated with at least one of the following:
(a) narrowing of awareness of immediate surroundings, or unusually narrow and selective focusing on environmental stimuli (b) stereotyped behaviors or movements, which may be repetitive or limited, and experienced or perceived as being beyond one's control except for one who chose to end the follow-up. 30 Traditional medicine was used by 30% of patients of the sample and was reported as effi cient for all 14, 15, 17, 19, 24, 26, 29, 35 but 2. 18, 35 One patient benefi ted from an initiation to becoming a shaman. 18 Exorcism was performed in 7% of the patients, with variable reported effi ciency. [13] [14] [15] [16] 28, 30, 34 Medications were prescribed in 30% of patients. [13] [14] [15] [16] 19, 23, 25, 26, [29] [30] [31] 34, 35, 37 Nine patients were prescribed antipsychotic medication, 13, 16, 23, 25, 26, 30, 34, 35 with 5 showing clinical improvement, 16, 25, 30, 34, 35 of whom 2 were receiving low doses. 30, 34 Of note, 4 patients showed no improvement. 13, 23, 26 Two patients were prescribed antidepressants, showing clinical improvement. 34, 35 In contrast, one patient suffering from "dissociative epileptic disorder," 25, p 432 according to the author, was treated with the antidepressant nortryptiline, which interrupted the disorder and resulted in the new onset of a DTD (possession type). Anxiolytics were prescribed to 3 patients and brought about some relief. 29 In the 19 remaining patients, the authors do not specify the drug that was prescribed. ECT was used in one patient without success. 17 Six patients were hospitalized. 23, 29, 37 Outcome Data referring to the outcome were found for only 85 patients, showing a positive outcome for 95% of them. [15] [16] [17] [18] 21, [23] [24] [25] [29] [30] [31] 35, 37 Comorbidity Only 3 patients with DTD showed evidence of psychiatric comorbidity: depressive disorder in 3 patients, 26,31,34 1 of whom was also diagnosed with generalized anxiety disorder. 31
Discussion
To date, current and lifetime prevalence rates of DTD have not yet been studied in either Western or non-Western countries, and systematic studies in general and psychiatric populations have not been conducted either. Thus the exact magnitude of the disorder remains unknown. Our review reports 402 patients with DTD since 1988. However, we consider this fi gure to be an underestimation for several reasons. First, our review only selected papers written in English and indexed on major medical databases. Second, certain articles report patients but lack suffi cient criteria for their inclusion in our review, explaining the exclusion of 81 patients. 14, 22, 35 Four additional patients were excluded because they did not meet the criteria for DTD, although presented as such by the authors. 17, 23, 30, 38 Third, we assume that most patients suffering from DTD are managed by traditional healers. Fourth, owing to a lack of awareness and understanding of the disorder among health care workers, DTD may be mistaken for other disorders-other specifi ed dissociative disorders, conversion and somatoform disorders, psychotic disorders, or malingering. Given these selection biases and the resulting limited sample size, our conclusions should be considered tentative.
Patients with DTD are found in every continent and culture, including indigenous populations living in industrialized societies, as illustrated in Pentecostal and Catholic communities in North America and Italy, respectively. 12, 13, 20 At least 18% (n = 73) of patients are migrants or belong to an ethnic or religious minority. The implications of this fi nding will be discussed below.
Our review reports a larger proportion of possession patients, compared with trance patients (a ratio of 2.28:1), which advocates the need to rename the disorder as dissociative trance and possession disorders, were the DSM-5 to maintain the 2 subtypes in a unique category.
Besides the dissociative symptoms described by the DSM and ICD classifi cations, we identifi ed other symptoms that are not part of the standard criteria for the diagnosis. Signifi cantly, reports of hallucinations could reach 56% of patients with possession. These phenomena were closely related to the perceived presence of an invisible entity and the ability of the person to communicate with it. Therefore, we interpret them as being part of the whole experience of the subject rather than additional symptoms. Although not cited as frequently associated with the disorder, according to the DSM, "in some cultures, visual or auditory hallucinations with a religious content may be a normal part of religious experience." 6, p 306 This consideration should prevent us from the cultural bias that possibly leads to the overdiagnosis of psychotic disorders in people belonging to cultures that have a strong belief in the supernatural. The opposite bias would consist in interpreting hallucinations involving symbols and spirits that comprise part of a culture as systematically being normal experiences. In this respect, Ng 36 notes that although human beings are commonly possessed by lower level spirits in Chinese society, possession by a spirit of higher rank is readily recognized as a manifestation of severe mental disorder. Mercer 20 highlights 2 risks of producing what Kleinman 39 defi nes as a "category fallacy" p 4 by pathologizing a normal religious experience, and mistaking a possibly dangerous clinical condition as ordinary albeit unfamiliar religiosity. We also note a high occurrence of somatic complaints that can manifest as prodromes of a trance or possession episode in certain patients. 36 This could also be mentioned as a possible associated symptom in future classifi cations.
In contrast, amnesia is reported in only 20% of patients. Thus amnesia does not appear as an essential feature for the diagnosis of possession, but should rather be mentioned as a possible additional symptom of dissociation that can occur both in trance and in possession episodes. It should be noted that ICD-10 classifi cation does not consider amnesia as a criterion for either trance or possession.
Authors advocate a wide variety of etiologies, referring to a mean of 3 explanatory models for each patient with DTD. Except for the general and unspecifi c models of psychosocial stressors and cultural factors, none of the 6 other explanatory models is signifi cantly represented over the others. Notably, only 18% of articles refer to the traumatic theory and, among their authors, none but Castillo 9 defends the theory of sexual child abuse. Even though studies of the patients' explanatory models are still needed, these fi ndings plead for the absence of a specifi c cause for DTD. We rather consider pathological trance and possession as a fi nal common behavioural pathway for various sociocultural, interpersonal, and idiosyncratic psychological issues. Based on Linton's 40 seminal concept of "patterns for misconduct," p 433 later developed by Devereux, 41 we consider DTD a worldwide help-seeking behaviour, a nonlocal but global idiom of distress, existing in most societies and branched into several culture-bound syndromes.
In light of our fi ndings and analysis, although acculturation issues are raised by only 4 authors, 22, 24, 25, 35 they may provide the most specifi c framework for understanding DTD. In the particular context of acculturation, DTD may indeed appear as a reliable means of obtaining help, assuming it is considered as a universal means of expressing distress. Moreover, our own studies 42, 43 corroborated the relation between acculturation diffi culties and DTD from evidence of trance and possession disorder suffered by immigrants in France. One additional diffi culty related to immigrants arises when their familial and social entourage is missing, depriving psychiatrists from an essential source of expertise. For this reason, in cross-cultural settings patients suffering from DTD may be subject to misdiagnosis and aberrant management, which in turn could aggravate the symptoms. 42 To minimize cultural biases and provide more than a "minimal recognition of sociocultural factors," 44, p 560 a thorough study of cultural implications is pivotal; it is insuffi cient, however, and should not be done at the expense of a standard psychiatric evaluation. Mercer 20 reports the paradoxical situation where the mother of the patient sees her daughter's experiences as normal, owing to the family involvement in Pentecostal religion, whereas the therapist recognizes some highly pathological symptoms. Besides, patients manifesting with possession are in many cases obtaining an immediate gain in social status and authority within their community, which precludes the diagnosis of DTD according to DSM's Criterion C.
All these issues point to the need for a specifi c approach to DTD. More rigorous diagnostic processes and more effi cient treatment plans result from a multiple-frame approach:
1. Psychiatric assessment for evaluating the balance that exists between impairment and secondary benefi ts, owing to the social impact of the condition, as well as possible comorbidity with depression or other mental disorders. 2. A comprehensive sociocultural study exploring the patient and their entourage's experience and explanatory models.
At this point, the contribution of complementarism defi ned by Devereux 41, 45 seems particularly useful. Devereux defi nes complementarism as a methodological generalization rather than a theory, drawing on a multitude of theoretical perspectives regarding the same phenomenon. Thus ethnopsychiatry is based on the validity both of social and of psychiatric explanatory models. Nevertheless, Devereux 45 commits himself to a notion of normality that is not contained simply by the particular context in which it appears but is also defi ned by structural (that is, contextindependent) criteria. These seminal concepts are developed by other authors [46] [47] [48] who employ them to raise the validity of their diagnostic and effi cacy of their management in cross-cultural settings.
Differences based on treatments should not be given signifi cant weight considering the small sample size for which data are available (n = 114) and the absence of control groups. Psychotherapy seems to be the prevailing approach to DTD; however, there is a scarcity of data regarding specifi c techniques used. A pair of authors 21 argue that psychotherapy should focus on specifi c stressors rather than trance episodes. Therapies combining modern psychiatry with a culture-specifi c approach are advocated by one group of authors, 34 while another author 30 conducted an exorcismlike session with the help of the patient's brother. Authors do not defi ne the criteria used for labelling an outcome as positive, thus we assume they implicitly refer to the level of distress and the frequency and intensity of episodes. In all eventualities, most patients do not need to be hospitalized, and, in addition to psychotherapy combined with a traditional method of healing, could benefi t from sedative medications that might be neuroleptics at low doses.
Conclusions
Our review and analysis of 402 patients with DTD reported since 1988 suggests there is accumulating evidence for the inclusion of DTD as a discrete disorder in the DSM-5, provided the following adjustments are considered (Table 3) . First, there is a need for a more practical defi nition both of the trance and of the possession subtypes to help distinguish one from the other, especially in cultural settings that admit the existence of possessing agents. DSM Criterion A for the possession subtype should not feature amnesia, while both the DSM and the ICD should acknowledge the possibility of hallucinations relating to the possessing agent. Moreover, it should be mentioned that for possession, the new identity may be identifi ed by the patient or their entourage (Table  3) . Second, without a reliable approach, Criterion B and C are subject to biased interpretations that can possibly lead to misdiagnosis. Therefore, we emphasize the importance of interviewing not only patients but also their family and community about their culture and religion and their ordinary implications in daily life. In any event, a clinical approach to DTD should ideally combine psychiatric and sociocultural perspectives.
The American Psychiatric Association 49 recently acknowledged, online, its proposal that the possession type in the DSM-5 be subsumed under the existing DID.
As for the trance subtype, it would remain in dissociative disorder not otherwise specifi ed. This option, by implying only minor changes in the current DSM, would increase the cross-cultural validity of the next edition. However, based on our fi ndings and analysis, we deem it necessary to create a discrete category both for trance and for possession dissociative disorders. Indeed, from a phenomenological standpoint, possession and DID are 2 different conditions that may require different treatments. In addition, by allocating a discrete place for DTD in the next edition of the DSM, we could more easily subsume several culturebound syndromes under a unique practical framework. In this respect, we understand DTD as a universal behavioural archetype or, in other words, a pattern for patterns of misconduct.
Finally, migration and especially acculturation issues may be a risk factor for DTD. Given the trends of migration fl ows around the world and in North America for the past 2 decades, levels and rates of international migration may well remain elevated. 50 In these circumstances, the acculturation situation can be seen as a novel and central paradigm 51 that may contain key concepts for the understanding of what could be called not a culture-bound syndrome but rather an acculturation-bound syndrome.
